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International Year for the Eradication of Poverty 
I expect that some of you are wondering why you did not 
receive a Newsletter for March. The reason is that your Editor had 
to place her own priorities before those of the Alliance. She 
discovered that it takes more paper work to leave an agency than it 
does to enter. Everything had to be finalised before she left, e.g. 
if the pension was correct, what to do with insurance plans, etc. 
After retiring there was no recourse if an incorrect figure was 
found. Now she is trying to get caught up with the things which had 
to be placed on the "back burner" during the last two months. This 
milestone had not been planned but occurred because of the early 
retirement offer made in the middle of February. As she does not 
want to stagnate she is seeking ways to expand her interests. It is 
planned that there will still be four Newsletters this year and so 
the next issue will probably be during the summer months. 
Thank you to the Alliance members who gave me a lovely dinner 
and a bag of goodies. 
As you will notice, this is the International Year for the 
Eradication of Poverty. For more information e-mail: vasic@un.org 
or write UNDPI, Room S-1040, New York, NY 10017, USA. 
Thank you to those who submitted items for this Newsletter. 
The editor is always willing to receive appropriate materials but 
the submitter accepts copyright responsibility for the item to be 
reproduced. 
IS THIS YOUR LAST NEWSLETTER? 
HAVE YOU PAID YOUR 1996 MEMBERSHIP FEE? 
(If you have not there is ** by your name) 
The application form is attached to the back of this Newsletter. 
Pearl Herbert, Editor, 
School of ~ursing, Memorial University of Newfoundland, 
St. John's, NF AlB 3V6 (Phone: 709-739-6319/Fax: 737-7037) 
WANTED for the ALLIANCE 
1 President 
If interested in this position contact an Executive member 
Information about Telephone Meetings 
See Minutes of February 6 meeting 
Next Alliance Meeting: Watch the Notice Boards 
Next Friends of Midwifery Meeting: Watch for Notices 
For Information contact: Joan Macintosh, 14 Taylor Place, 
St. John's, RF AlA 1L5 (Telephone: 722-5930) 
President: 
Treasurer: Clare Bessell 
Librarian: Bernardine Moyles 
Secretary: Roma Quinton 
Publicity: Janet Murphy-Goodridge 
Newsletter: Pearl Herbert 
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Summary of Meetings 
An Alliance Meeting was held at Janet Murphy Goodridge's house on 
February 6, 1996, and 8 members attended. The Minutes of the May 
11, 1995, meeting were approved after a couple of corrections were 
made (CCM, Canadian Confederation of Midwives). Janet Murphy 
Goodridge's husband is reviewing the drafted Alliance Constitution. 
The guidelines for conference requests for funding have not been 
completed. The Alliance has not yet sent a formal response to the 
ARNN regarding the administration by nurses of prepidil vaginal gel 
because waiting for the results of a cross country survey which is 
being carried out by Ann Lever (a former Alliance member who now 
works in Edmonton, Alberta). The new provincial prenatal record 
will be piloted across the province in September 1996 for one year. 
Those present discussed the two position papers: Advanced Nursing 
Skills and Nurse Practitioner; and the completed forms will be 
forwarded to the ARNN. Pearl reported that in 1995 there were 39 
Alliance members and 56% of these were midwives. As there was no 
one willing to be nominated for the position of President it was 
moved and seconded and those present were in favour of: a rotating 
chair for each meeting; the agendas will be a specific topicjguest 
speaker/discussion; that signing power for the Alliance be assigned 
to the Treasurer Clare Bessell and the Secretary, Roma Quinton. 
Also discussed was the possibility of having a teleconference 
meeting. If telemedicine facilities are used this is about $100 per 
hour plus dialling rate for some sites. (If booked then pay even if 
members do not sign in). If the telephone company is used: up to 
three people can talk together using 3-way calling and then only 
the long distance rates are paid; if more than three people it 
costs 42 cents per minute for the bridge x number of sites being 
contacted + long distance rates (either paid by the initiator if 
phones out to each site, or if each site phones in then each 
individual site pays the long distance rate). Taxes are then added. 
Members are requested to indicate their views on such a meeting. If 
they consider that we should spend money on this type of meeting 
should it be in the afternoon (before 6 p.m.) or in the evening 
(after 6 p.m.)? Would members pay for their own connections? If 
telemedicine was used members would have to be committed to 
attending as the money would have to be paid regardless of whether 
or not members attended. Please advise, either for or against, this 
by July 31st. 
An Alliance Meeting was held on April 10, 1996, at Cathy Royle's 
house. Only four members were able to attend. (Pearl Herbert and 
Janet Murphy Goodridge sent their apologies). The Minutes of the 
previous meeting were accepted as circulated. Roma Quinton had 
forwarded a report regarding the Alliance to the ARNN. Roma and 
Clare Bessell were working on a display for the ARNN annual 
meeting. However, due to unforseen circumstances this was not 
shown, and the annual meeting was not held. It was also decided 
that the Alliance would make a donation of $100.00 to the ARNN 
Education and Research Trust Fund to acknowledge Kay Matthews. A 
meeting of the ARNN Special Interest Groups had been held on 
February 23, 1996. There was a discussion of the group's name. It 
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was felt that the name implies three separate groups within one 
group and until the group has a name that signifies nurses in 
Maternal Child - all encompassing - then the group's membership 
will not improve. [NB. This could then result in the separation of 
the Midwives Association - Editor]. The SOGC Guidelines on 
continuous electronic fetal monitoring were discussed. 
The ARNN President called a Special Interest Groups meeting on 
February 23 to discuss how the 16 Groups and the ARNN could work 
together; advising others, such as the Health Boards, regarding the 
SIGs; writing in the ARNN ACCESS to publicise SIGs (pages in the 
ACCESS cost money and space is limited) • Further SIGs meetings were 
held on April 24, and May 27 during the ARNN meetings. The Health 
Boards have been advised regarding SIGs and that there are nurses 
with expertise in their regions. The Canadian Nurses Association is 
proposing a change to their structure. Instead of having education, 
practice, research, management as main areas they are proposing to 
have 4 portfolios of Officers, Jurisdictional, Public, Corporate 
Directions (3 members), and a Forum. The number of officers is 
being decreased but the 9 provinces and 2 territories will continue 
to be represented by their presidents with the executive directors 
advising their respective president. There will be more consumer 
input. The CNA will still have Special Interest Groups but it is 
proposed that the number of registered nurses in a SIG be decreased 
from 80% to 50%. The CNA is a co-sponsor of the November 1996 
conference on nursing research with the CAUSN and the CNRG. Having 
been to all three meetings called by the ARNN President it has been 
noted that different people attended, so then the President had to 
start each session by stating the reasons for the meeting. The 
Alliance has always had good communication with the ARNN regarding 
requests for input from the Alliance regarding various position 
statements/policies regarding maternal child issues. If you have an 
item which you consider should be discussed at any future SIG 
meeting please +et the Alliance executive members know. 
No meeting of· the Newfoundland and Labrador Midwives Association 
has been held since November 13, 1995. Pearl attended the CCM/CCSF 
conference and annual meeting which were held in Halifax on April 
12 and 13, 1996. 
Friends of Midwifery now has a new contact person. Janet Hiemstra, 
who had been the president since its inception, has returned to 
London, Ontario. Joan Macintosh is the current contact person (see 
above) and a meeting is expected to be held in September to decide 
on the future direction of the group. They have recently met with 
Brian Tobin's policy advisors. 
Atlantic Regional Roundtable on Primary Health care, June 6-7, 1996 
Pearl represented both the Alliance and the CCM/CCSF at these 
sessions. The sessions have been held across Canada and were 
instituted as a result of the "Victoria Report on Physician 
Remuneration. A model for the reorganization of primary care and 
the introduction of population-based funding". A discussion 
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document of the Federal/Provincial/Territorial Advisory Committee 
on Health Services (July 1995). (Available from the British 
Columbia Ministry of Health; fax: 613-952-1282). We were given a 
list of key definitions: Primary health care "Care provided at the 
first level of contact • • • where people first enter the health 
system • • • where all health services are mobilized and 
coordinated. It includes education and activities to maintain 
he~lth, as well as care for common illness, minor injury, and 
mar~agement of ongoing problems". There were lists of who are 
primary health care providers, and what are services. Also what are 
provider payment options. The possible principles of primary health 
care include: patient involvement; emphasis on keeping people 
healthy; appropriate, high quality care; 24 hour access to care; 
individual choice of provider; ongoing provider-patient 
relationships; clinical autonomy; effective management; 
affordability. This was to be "A Dialogue on Primary Health Care: 
It's Your Choice" and, as mentioned in the introduction to the 
session, to consider deficiencies such as quantity not quality of 
care, lack of continuity of care, no incentives for efficient use 
of resources, in some areas lack of accessibility while in other 
areas there is a duplication of health care, and any others known 
to participants 
Participants were invited according to 25% physicians, 35% 
other health care providers, 40% consumers. (Names provided by the 
provincial Dept. of Health) • However, many consumers did not attend 
(was this because everyone was responsible for paying their own 
way?) Panel discussions involved 2 consumers on one panel; 3 
p ysicians and 1 midwife-nurse on a providers panel; and 2 
physicians, 1 administrator, 1 politician, 1 nurse, on the summary 
panel. We were also divided into groups to discuss: What are the 
strengths of the current primary health care system? What parts or 
features of the current primary health care system are most 
important to yo~ • • • as a consumer, or as a service provider? 
What parts or features are not working for you? What ideas do you 
have for improving the primary health care system? Both the panels 
and the discussion groups were dominated by the views of 
physicians. Although the facilitators of this workshop reminded 
participants of the definitions the make-up of the panels, and the 
number of physicians who attended, made sure that they were heard. 
Many physicians considered that primary health care equates primary 
medical care and that only physicians are able to carry out a 
physical assessment, and of course, should be the entry point into 
the health care system. One of the family doctors from Newfoundland 
was on a panel and spoke on medical aspects, and even mentioned the 
cod, but said nothing about the Danish/Newfoundland Primary Health 
Care project in Ferryland. When this was questioned one wondered if 
he even knew about it. Physicians do not appear to like words such 
as "client", "consumer". Everyone is a patient. Non-physician 
providers including midwives, nurse practitioners, community health 
nurses appeared to be all ranked equal by physicians. 
The discussion group of which I was a member considered that 
it was how to get the system that we need, not what we want. There 
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was much discussion, introduced by a physician, on "superficial 
generalists" and physicians who often refer "patients" instead of 
ordering tests, treating, etc. themselves. The comment in reply to 
this was that those family doctors who are not providing maternity 
care and referring all pregnant women to obstetricians probably 
would not like this label. 
The summary was that everyone needs to be clear regarding the 
definition of primary health care. The community health centre 
concept with all providers either under one roof or using 
technology which enables them to adequately and quickly 
communicate. Rostering (paid according to the number of people for 
whom the provider has responsibility) could avoid duplication of 
care, and if people go outside of the system they have to pay for 
the services themselves. In some instances a salary may be better. 
Capitation based on needs with incentives related to health 
outcomes was also discussed. Funding for services based on a needs 
assessment, and to consider demography and geography of the area, 
and to be structured to maintain the principles of the Canada 
Health Act. Questions were raised about having a two tier system so 
that the people who could afford it could pay for private 
treatment; at present anyone referred to a practitioner outside of 
the medical insurance group has to pay that practitioner 
themselves. The medical insurance supports physicians referring to 
physicians. The consumers need to be kept informed about what is 
happening. The government needs to provide honest dialogue about 
what is actually required and how much duplication is actually 
occurring. Jean Hughes, a nurse at Dalhousie School of Nursing, 
made the comments that there needs to be a paradigm shift 
regarding: what we formally and informally consider to be primary 
health care, what is success in health care, how we consider a 
provider and cannot we just ask who is the best provider for a 
certain conditions, how we think about the recipients (patient, 
client, custome+, consumer), and to know the differences between 
problem solving and decision making. 
Did You Know 
In the U.s. many insurance companies have seized upon early 
discharge of the mother and baby as a way to save money and are 
refusing to cover postpartum hospital stays. A year ago New Jersey 
and Massachusetts passed legislation requiring insurance companies 
to cover longer hospital stays postpartum. The u.s. government is 
now considering a national law which will require insurance 
companies to allow mothers and babies to spend a minimum of 48 
postpartum hours in the hospital (Minimum mandates for insurance 
companies. (1995, Summer/Fall). ALACE Special Delivery, 18(3), 7; 
(1995, October). Good Housekeeping, pp. 116-119). 
Midwifery in canada - April 1996 
British Columbia 
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In March 1995 the BC government designated midwifery as a 
regulated health profession and appointed the first Board of 
Directors to the College of Midwives (COM). This event changed the 
role of the Midwives Association of BC (MABC) whose mandate had 
previously been to establish Midwifery as an autonomous, legitimate 
profession. Now the MABC has to promote the midwifery profession 
and to represent midwives in matters of compensation, while still 
remaining committed to quality care for childbearing women. 
Last August the MABC' s Board met with Rick Sal tor, the 
attorney who assisted the Association of Ontario Midwives with 
their funding negotiations. They have retained him as the MABC 
legal advice for their funding process. Liability insurance, as 
well as disability, medical and dental insurance and benefits for 
members have been researched. Members of the Midwifery 
Implementation Advisory Committee have written letters to the 
Treasury Board advocating that Midwifery Care be publicly funded; 
and copies of the letters were sent to most of the cabinet 
ministers. Chris Lovelace, Assistant Deputy Minister of Strategic 
Planning has been appointed to oversee the Implementation of 
Midwifery. The MABC and the Midwifery Task Force have been advising 
clients about the need for a letter campaign to lobby MLAs, 
Opposition members, and cabinet members for funded midwifery 
services. On March 7, 1996, word was received that the Government 
has decided to publicly fund midwifery services. The Government has 
been commended on their work. The Reform Party has still to 
determine their position regarding midwifery. The MABCs work has 
been complicated by a pending provincial election and fiscal and 
political restraints. There is no commitment on the part of the 
government to a~ educational program. 
The College of Midwives has been preparing the College bylaws 
to govern the ·practice of midwifery in the province as well as the 
operations of the College. Bylaws of new health care professions 
have to be in agreement with the Health Professions act, the 
Charter of Rights, the NAFTA, and the Midwives Regulation. The 
process of obtaining hospital privileges, and the changes to other 
acts such as prescribing, ordering diagnostic and screening tests, 
are being investigated. Midwifery care in BC will be provided as 
autonomous, community based primary care and will incorporate the 
principles of continuity of care, informed choice, choice of birth 
setting, collaborative care and accountability and evidence based 
practice, similar to that which is being practised in Ontario and 
proposed for Alberta. Internationally this is regarded as being a 
leading trend in midwifery care. 
Of interest: Buhler, K. I. (1996). Midwifery and family 
practice: Changing childbirth. Canadian Journal of Continuing 
Medical Education, ~(1), 133-140. 
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Alberta 
Of the more than 100 portfolios distributed 54 completed ones 
were returned and are being reviewed by external appraisers. The 
written examination will be the last week in July, while the 
practical examination will be at the end of August. Following the 
assessment those that pass will either be eligible for full 
registration or conditional registration if they do not have 
sufficient current births to meet full registration standards. 
There will be an orientation which will address areas in which 
midwives in Alberta have no current experience, e.g. ordering and 
prescribing drugs, laboratory tests, hospital admitting privileges 
etc. The process of assessment will be ongoing. 
The University of Alberta, in collaboration with the 
University of Calgary, have been given a small amount of funding to 
develop an educational program. The advisory committee consists of 
practising midwives from Edmonton and Calgary, consumers and 
faculty from related departments e.g. womens' studies. While the 
Faculty of Nursing is providing the services to develop a program 
it will be an independent program under the Health Disciplines 
Council. The AARN has produced a document which provides guidance 
for discussion on ways in which midwives and nurses may interact 
when registration is accomplished. 
The talks on midwifery funding are ongoing. Currently a 
committee composed of midwives, consumers and representatives of 
the Regional Health Authorities are meeting to discuss midwifery 
implementation. The Department of Health is offering $800,000 as 
start up fees. The Regional Health Authorities are arguing they do 
not have money in their budgets to support a new service on an 
ongoing basis. The other difficulty is that midwives will work in 
more than one region so which area pays them? There seems to be a 
reluctance to pay midwives a salary and at present a per client fee 
is under discussion. A carrier has been identified for midwifery 
insurance. The ,premium will be more than $4, 000. The government 
contributes to medical insurance but this is not likely to be 
considered for other professions. 
Of interest: Berenyi, v. (1996, May). Going the midwife route. 
Health Sayyy pp. 24-30. (Formerly Foothills Magazine). 
Saskatchewan 
The Midwives Association of Saskatchewan (MAS) has 25 paid 
members, six of whom are practising, and two apprentices. Two 
members of the MAS have been part of the Midwifery Advisory 
Committee which the Minister of Health set up in August 1994. The 
committee conducted a lengthy needs assessment, as well as studying 
options on implementation issues. The report was due to be given to 
the Minister of Health at the end of April. 
The provincial act on laboratory testing now allows MAS 
members to do PKU tests at home. A request was made and a letter 
received stating that midwives could take the first four chapters 
of the Neonatal Resuscitation program. Courses are infrequent and 
spaces are limited so that are four midwives not yet certified. 
Public awareness and media work is ongoing although not as much as 
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formerly. 
The MAS and Friends of Midwives helped in the shared proposal 
by Winnipeg and Regina for a Centre of Excellence for Women's 
Health. The proposal encompassed many aspects of women's health, 
including midwifery issues. 
Manitoba 
The Association of Manitoba Midwives (AMM) and the Midwifery 
Implementation Council (MIC) continue to work towards the 
legalization of midwifery. The proposal is for midwifery to be 
independent, and to be governed by a College of Midwives. Several 
physicians have voiced concern that after legalization midwives 
will be able to practice in all settings. It is anticipated that 
Midwifery Legislation outlining the organization and practice of 
midwifery in Manitoba will soon be introduced in the legislature. 
The time line is for the first midwifery educational program to be 
established by September 1997. This will be a three year university 
based baccalaureate program. Proposals will be invited for 
"refresher sites". Upgrading and assessment requirements will go 
out to institutions and other stake-holders shortly. Proposals have 
been made for the "code of ethics", "philosophy of midwifery care", 
and "standards of practice". 
Health care reform continues to cause uncertainty for both 
women and midwives. There is a possibility that two low-risk 
obstetrical unites will be closed and low-risk obstetrics will be 
extended to the two tertiary care hospitals through the 
establishment of LDRP units. A fall-out from the reform has caused 
apathy among midwives who are RNs; they are hesitant to make a 
commitment to midwifery. The two midwifery projects continue to 
offer child bearing women an alternative to traditional obstetrical 
care in an institutional setting. 
Ontario 
Since January 1, 1994, midwives have to be licensed to 
practice. The College of Midwives of ontario is continuing to 
develop the Prior Learning Assessment (PLA) process. Following the 
assessment of portfolios four candidates were found to be eligible 
for registration without going on to the Multifaceted Assessment 
(MFA) • The MFA consists of a basic written examination (which 
occurred in February 1996) and a basic oral examination (in March 
1996). The next step is a more in depth section which includes 
completing missing requirements such as breast feeding support, 
informed choice, protecting the perineum etc. 
The midwifery education program is jointly offered by a 
consortium of three universities: Laurentian, Ryerson, McMaster. 
For the September 1996 intake and potentially for several years 
Laurentian is planning to focus on development of the French 
r,!·ogram. There is a vacancy for a French faculty member. At Ryerson 
- nd McMaster Universities a small number of places have been 
designated as "northern" placements; place of residence, location 
of schooling are being considered. 
In the next five to nine months the midwifery community will 
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be integrating the new registrants from both the PLA process and 
the midwifery education program. The Midwifery Liaison Committee is 
devising criteria on which a practice would be funded for a new 
registrant to join them. The Ministry of Health is reserving the 
final decision with regard to global funding and distribution of 
new registration until after the provincial budget. 
The demand for midwifery services continue. On average Ontario 
midwives turn away 2.5 potential clients for every client who they 
are able to accommodate. In Toronto five women are refused for 
every one accepted. This situation will continue until more 
midwives are licensed and funded to practice. 
The current government has made it a priority mandate to 
reform primary health care in Ontario. Both the Professional 
Coordinating Committee on Community and Academic Relations (PCCCAR) 
and the Minister of Health are very committed to the concept of 
integrated primary health care services which include a range of 
providers other than physicians. The PCCCAR is developing a human 
resource plan for the supply and distribution of a range of 
providers over the next 5 to 15 years. The AOM is involved with 
this committee as it i$ an important step into fully integrating 
midwives into the existing system and into any new models of 
service delivery that are developed. 
As part of the Quality Assurance mandate of the College of 
Midwives of Ontario, midwives will be required to collect clinical 
data and other information using a central database. This will come 
into effect sometime in the next year. 
Midwives are wanting to increase their skills to accommodate 
technology, such as epidural management. If midwives were trained 
in epidural management this could facilitate continuity of care, 
which the women actually receiving care from a midwife would 
welcome. However, the consumer groups are highly opposed as they 
consider that this is outside of the midwives scope of practice. 
Quebec 
The pilot projects are half-way through the experimentation 
period and a preliminary report from the research teams should be 
released shortly. It is expected that the small numbers involved 
will not be considered sufficient to motivate the government to 
decide on early legislation, but rather to wait until the end of 
1998 as was originally planned. The waiting lists and refusal of 
women for care in the birth centres incite regular petitions and 
letters to the Minister of Health from individual consumers and 
women's groups asking for an early decision. The College of 
Physicians continues in its resistance to births outside hospital. 
Medical collaboration with midwives is minimal although transfer of 
clients from birth centres seem to be occurring a little more 
smoothly. The birth centre in Alma, the last one opened, has been 
closed. There were only three midwives on the payroll but one has 
been off sick and the two remaining ones were therefore on call 
permanently. This was judged to be unacceptable for client safety. 
Women in Alma no longer have a choice in maternity care due to the 
shortage of midwives. 
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Many midwives are ready and willing to go through an updating 
training session. They are qualified midwives from elsewhere so it 
would only require a short period of clinical experience, along 
with a minimum of theory to bring them up to the level of midwifery 
in Quebec at this time. Negotiations were undertaken with a 
committee of the College of Physicians with a view of using the 
hospital setting for clinical experience, but no announcement has 
been made. 
North West Territories 
The birthing centre project in Rankin Inlet has finished and 
is being evaluated. 
Prince Edward Island 
There appears to be little consumer demand for midwifery 
services in this province. 
Nova Scotia 
The Association of Nova Scotia Midwives (ANSM) with the 
Midwifery Coalition of Nova Scotia have been making headway with 
legislation and regulation. The petitions to the Law Amendments 
Committee on December 15, 1995, were successful. Bill 59C was 
amended and the controversial phrase deleted (included within the 
"practice of medicine") "abnormal physical and mental conditions 
including pregnancy and parturition". They are continuing to 
pressure the Department of Health regarding a need for a working 
group on the implementation of midwifery. A writing campaign has 
been ongoing and many MLAs have promptly forwarded the letters 
which they have received to the Department of Health. 
Reproductive Care has had Doctors Ted Luther, Anne Houston, 
and Barbara Parish outline the core competencies for obstetrical 
care providers. They have not included midwifery participation. 
Then at the time, of the Midwifery Conference on April 12, 1996, the 
announcement was made that Reproductive Care will be assessing the 
need for midwifery. 
The ANSM has joined the Alliance of Complementary Health 
Professions. This is an alliance committed to the regulation and 
promotion of currently unlegislated, nonphysician health care 
providers and their professions. 
The ANSM has finalized a draft copy of its Standards of 
Practice. These standards have been adapted from the College of 
Midwives of Ontario. 
Newfoundland 
The Midwives Association has met only once since last summer 
as people have either been away or have been too busy with their 
other work. The Midwives Association has lost members from the St. 
John's area as they have either moved to other parts of Canada or 
overseas. Two midwives are busy working on the research for their 
graduate degrees, and another one has recently obtained her PhD. 
Kay Matthews is still involved with Safe Motherhood and has just 
finished evaluating the project in Nigeria and is assessing the 
• 11 
need in another African country. During the Fall we obtained a new 
secretary but soon she and her family will be travelling again. 
Most of our midwives are outside of St. John's. We keep in touch 
with information in the Alliance of Midwives, Maternity and 
Neonatal Nurses of Newfoundland and Labrador Newsletter, which is 
issued four times a year. 
The consumer group, Friends of Midwifery, continue to have 
meetings. Their president will soon be moving back to Ontario. 
When the National Forum for Health had a meeting in St. John's 
two members of the Friends of Midwifery, as well as Pearl, were 
able to attend to ensure that midwifery was not forgotten during 
the discussions. 
The request for midwives to provide labour support continues. 
Midwives are unable to attend to the birth because of the 1920 
Midwives Act which states that the midwife has to have a license to 
practice supplied by the Board. The Government has not appointed a 
Board for over 3 o years. There has been no response to the 
recommendations which were made by the Provincial Advisory 
Conuni ttee for Midwifery for the formation of an implementation 
committee. The Minister of Health does not see midwifery as being 
an issue and so it has no priority. (Following the recent elections 
the same person has been reappointed as Minister of Health). A 
midwife was recently reprimanded by a hospital supervisor for 
delivering a baby in the presence of the family physician. (There 
were no health problems to either the mother or the baby but the 
nurses reported the midwife). Only nurses, who are midwives, 
working for the health boards in the northern part of the province 
are allowed to practice, by special permission of the Association 
of Registered Nurses of Newfoundland, Newfoundland Medical 
Association, and the Department of Health. Being allowed to 
practice is "agency specific" and cannot be transferred to any 
other part of the province. The number of family physicians who 
provide materni~y care is diminishing as they are either leaving 
the province or ceasing to provide that service. The obstetricians 
are not "on call" every night and so mothers have to receive care 
from whichever doctor is there when she is in labour at night, 
weekends, or during holidays. With very few hospitals admitting 
maternity women, and few doctors providing the care, women in this 
province have very little choice and seldom receive continuity of 
care (but few will make an official complaint). 
Yukon 
A contact person to report to the CCM/CCSF is still needed. 
Did You Know 
US Commission on Graduates of Foreign Nursing Schools (CGFNS) is 
going to destroy the contents of applicant files which it has had 
for more than six years. If you have made application to the CGFNS 
and wish to have your file preserved write to them before July 1, 
1996, at: Document Storage Service, CGFNS, 3600 Market Street, 
Suite 400, Philadelphia, PA 19104-2651, USA (Telephone: 215-349-
8767). 
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Surveillance Systetn 
CANADIAN PERINATAL SURVEILLANCE SYSTEM 
Information Sheet 
In the past year, Health Canada has been working with partners to strengthen Canada's p~blic health 
information network by eliminating gaps in national health surveillance. One of the programs 
undertaken under the Public Health Intelligence initiative is the development of a Canadian Perinatal 
Surveillance System (CPSS). 
Health Canada's Laboratory Centre for Disease Control (LCDC), under the guidance of a Steering 
Committee comprised of Canadian and international experts in perinatal health and epidemiology, and 
representatives of health professional organizations, consumer and advocacy groups and the provincial 
and territorial governments, has been working on the development of a system to monitor trends and 
disparities in perinatal health. 
The mission of the CPSS is "to contribute to improved health for mothers and babies in Canada". 
More specifically, the goal of the CPSS is to establish a timely national surveillance system that will 
allow for data collection, analysis, and response on various perinatal health detenninants and outcomes. 
Some of the proposed indicators of perinatal health include obstetric or medical infonnation such as 
interpregnancy interval and prepregnancy hypertension, facts about perinatal health care including frrst 
trimester antenatal care and type of birth attendant, and sociodemographic or behaviourial indicators 
such as maternal age, educational attainment and cigarette smoking. The perinatal outcomes examined 
will include birth outcome, neonatal health, infant and maternal monality and morbidity. 
An integral aspect of the CPSS is the requirement for timely responses to be built into the surveillance 
system. In other words, not only will the proposed surveillance system be able to identify disparities in 
the health of Canadian mothers and babies, but it will initiate action to address these disparities. The 
CPSS will also make use of international comparisons to ascertain areas where the health of Canadian 
mothers and babies may be inferior to that in other industrialized countries, and work to rectify that 
situation. The first level of response for the CPSS will be prompt, reliable reporting of the surveillance 
analyses to a wide audience. The mandate for further action is shared among the many partners in the 
surveillance system- governments, health professionals, health organizations, researchers and 
consumers. 
Our mission is to help the people of Canada maintain and improve their health. 
Canada 
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The CPSS will also be useful in identifying positive aspects of perinatal care and therefore ensuring that 
we continue to pursue the most effective and efficient health care for both mothers and babies. 
The Steering Committee guiding the development of the CPSS has been meeting on a regular basis 
since January 1995. Over the past year there has been much work on the initial development stages for 
the surveillance system. Various subcommittees have been fanned to deal with specific aspects of the 
CPSS development and implementation. 
In early 1995, the Goals and Objectives Subcommittee developed the CPSS mission statement and a list 
of principles and objectives to guide the establishment of the surveillance system. 
The members of the Problems, Indicators and Tables Subcommittee have identified indicators from 
which the variables for the CPSS will be derived. The Steering Conunittee as a whole is responsible for 
ranking the importance of these indicators in order to reach a consensus on a list of core indicators. 
The Data Collection Subcommittee has been working through some of the logistics and options for data 
collection, including the possible development of a standard national perinatal care record and the 
various methods of ensuring that the data collected through the CPSS will be fully analyzable. 
Other subcommittees that have just begun to meet and explore other aspects of the CPSS include the 
Responses Subcommittee and the Liaison and Public Relations Subcommittee. 
Several research groups have also been established to maximize the use of currently collected data 
pertaining to perinatal health, and to explore the possibility of conducting a survey on reproductive 
health to provide an overview and background for the surveillance system. The Pregnancy-Associated 
Morbidity and Mortality Study Group, the Fetal/Infant Mortality Study Group, the Reproductive Health 
Survey Group and the Aboriginal Database Linkage Study Group are all working to advance the 
boundaries of our knowledge of maternal and infant mortality and morbidity. 
The primary objectives of the pregnancy-associated morbidity and mortality study are to determine 
whether maternal deaths are underestimated in the official Statistics Canada reports, and to examine the 
trends and patterns in pregnancy-associated mortality and morbidity in Canada. The exploration of 
maternal mortality and morbidity will involve linking the Canadian Mortality Database (CMDB) and 
the Canadian Birth Database (CBDB) and analyzing the Canadian Institute of Health Information 
(Cllil) hospital discharge data. 
The primary goals of the fetal/infant mortality study are to assess the validity of the birth-fetal/infant 
death linkage methods used by Statistics Canada, and, once validated, to use a linked flle for 
descriptive and analytical purposes. 
The third linkage study focuses on First Nations infants with the aim of producing more complete 
infonnation on infant mortality in this population. The Indian Register, the Canadian Birth Database 
and the Canadian Mortality Database will be used to determine the mortality rate among First Nations 
infants. This linkage will provide valuable information on the Aboriginal community that is currently 
unavailable. This proposed study will also allow more valid national and international comparisons. 
A study group explored the feasibility of conducting a stand-alone Reproductive Health Survey that 
would allow for analysis of data on low birth weight babies at the provincial level. For a sufficient 
sample size, the costs become quite prohibitive (estimated at $2.2 million), therefore, there are no plans 
to conduct the survey at this time. 
The Steering Committee is continuing to work on exploiting the ful~ potential of the current data 
available pertaining to perinatal health. One of the most pressing tasks in the short term is to continue 
our consultation with provincial/territorial health ministries, health professionals, epidemiologists and 
perinatal health experts across the country to ensure that there is widely shared support for the 
Canadian Perinatal Surveillance System. External input is continually being sought. 
For more infonnation concerning the Canadian Perinatal Surveillance System, please contact the 
Coordinator, Dawn Fowler Graham, at LCDC. She can be reached by phone (613) 957-4689, by fax 
(613) 941-9927, or by e-mail dfowler@hpb.hwc.ca 
February, 1996 
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Letters from Away 
Karene Tweedie, 24m Winton Drive, Glasgow G12 OQA (Telephone: 0141-
339-9845 (omit the 0 if phoning from canada)). Is in Glasgow 
studying for a Masters degree in Midwifery, and wrote at the end of 
April. 
"I heard you had a very mild winter. We had the worst winter on 
record here - just my luck. I wish I had brought my thermal 
underwear. You know what houses are like here - no insulation. It 
was so cold the water in the toilet bowl froze! Spring is springing 
now, although we are a month late. The lambs are getting big. 
There's daffodils everywhere and the cherry blossom is out. It's 
very pretty. There's a lot of exciting things going on in midwifery 
here. Certainly there's great potential if midwives care to take 
the initiative. The course has been very hard work and I have 
thought of giving up on more than one occasion but I'm hanging in. 
I have two courses left and my thesis. I have a lot of extra 
reading to do because so much has changed since I lived here in 
1978". 
Ann Nuttall, who used to work in St. Anthony, but is now in 
Rochdale, Lanes, wrote in February. 
"I am at present working in a private hospital on a surgical floor. 
I am unable to find a midwifery job locally. I hope to do a family 
planning course, the role of which is important in midwifery". Ann 
enclosed a paper which she had written on male midwives. 
Rachel Munday, previously in Goose Bay, but is now at: Nursing 
Station, Pikangikum, Ontario POV 2LO. In April Rachel wrote: 
"For some time Pearl has been asking me to write about where I am 
now, so finally I have managed to put fingers to keyboard. I have 
been in Pikangikum, Ontario, since December 1994. I left Goose Bay 
with mixed feelings. It was time for a change, but I also felt that 
perhaps I was about to miss out on something beginning to happen on 
the midwiferY front in Newfoundland. I certainly miss all the 
people I worked with and had contact with on one issue or another, 
and miss in general the friendly atmosphere of Newfoundland and 
Labrador. 
The federal system has more money and we are much better equipped. 
The paperwork in the provincial system, I thought, was worse than 
the National Health Service back home in England. However, the Feds 
have to take the cake when it comes to triplicate paperwork. People 
in Ottawa get 'ideas' which usually equate to 3 more pieces of 
paper for us to fill in at each patient visit. 
The accommodation at the nursing station is good and I am enjoying 
having a 3-bedroomed apartment to myself. The dog has settled in 
well and gets on with his Ojibway cousins quite well, having very 
quickly established himself as 'King of Pikangikum', even though 
all the other dogs are 2 or 3 times his size! The reserve itself is 
quite large and spacious, with a population of 1700. All the usual 
problems of northern communities exist here, no water or sewer, 
high suicide rates, 5% birth rate (60-100 pregnancies a year). We 
• 
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have just acquired a new water treatment plant and, wonder of 
wonders, our water is now almost crystal clear. There is a lot on 
tannin in the water which is giving us problems with anaemia (we 
think). People are very untraditional here and do not eat a lot of 
moose meat; mostly coke and chips from the Northern store which has 
a KFC and Pizza Hut outlet, unfortunately. This community has had 
more problems than some, having had all Indian traditions 
'christianized' out of them, and being left with nothing (hence the 
general sense of hopelessness and high suicide rates). A lot of 
alcohol does not help either, even though it is meant to be a dry 
community. 
Work wise it is busy and stimulating. I am now in charge and have 
9 nurses and several support staff who are employed by the band. 
Medical coverage is good, but I also have a few differences of 
opinion with the doctors. They are nearly all from the University 
of Toronto and very treatment orientated and not at all into 
primary health care. Maternity care is totally doctor orientated, 
the women are co-incidental! A lot of inductions for no reason. A 
lot of mislabelling of gestational diabetes mellitus etc. They 
insist on doing PC50s and GTTs in spite of all the evidence. They 
do not use ergometrine on women who have had several previous 
postpartum haemorrhages and then wonder why they bleed! Have also 
had a few discussions with the dental department who were trying to 
convince everyone that prolonged and nighttime breastfeeding is the 
cause of baby-bottle syndrome in breastfed children. You can 
imagine what I had to say to that! 
The community has had 3 new chiefs since I arrived. They do not 
last very long! We now have a new younger chief, so I hope he will 
be able to cope with what is a very difficult job and help to start 
sorting this community out. Most of the other communities in this 
zone have similar problems to a greater or lesser extent. 
Well, that is just a very brief idea of what goes on in Ontario. If 
anyone happens ~o be passing through Pikangikum (if you can even 
find it on a map!) - we are only about 50 mile·s from the Manitoba 
border -please· come and visit. Kettle's always boiling!" 
P.S. Hope you all had a Happy Easter. ours started with a suicide 
on Good Friday, not a good start, but the rest of the weekend could 
only improve after that. Weather is warming up considerably and 
nice spring days but still lots of snow. The article is just a 
brief review but perhaps one day I will write about prenatal care. 
Best wishes, Rachel (We would like to hear further from you.Editor] 
Did You Know 
Spiritual Midwifery is a video film about the history of The Farm 
in Tennessee. How in 1970 the people moved from San Francisco to 
Summertown. There is film footage from the archives interspersed 
with interviews with Ina May Gaskin and other midwives who discuss 
the good outcomes and low intervention rates at the Farm. The video 
can be obtained from Birth Gazette Video, 12 The Farm, Summertown, 
TN 38483 and costs $49.95 US + shipping (Previewed in the 1995, 
Summer/Fall issue of ALACE Special Delivery, 18(3), 44). 
, 
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One-to-One Care. At a hospital in San Francisco 1056 women cared 
for by midwives who gave continuous one-to-one care from early 
labour until after the birth, were compared to 4607 women 
intermittently cared for by physicians. Those receiving care from 
the midwives had 20% fewer cesarean sections, less non-reassuring 
fetal heart rates, fewer labour arrests, lower incidence of 
epidural anaesthesia, and fewer babies admitted to intensive care. 
With midwives providing one-to-one support outcomes were improved 
with fewer interventions than when labour was actively managed. [It 
does not mention the dollars which were saved] (Nurse-midwifery 
care. (1995, Summer/Fall). ALACE Special Delivery, 18(3), 7. Cited 
from American Journal of Obstetrics, 168(5)). 
Midwives in Private Practice in the U.K. In 1994, the last year 
that the Royal College of Midwives (RCM) was able to provide 
insurance, only 100 UK midwives signalled their intention to the 
UKCC to practice independently (privately). However, only around 
half of these practised "full-time", most had a caseload of less 
than half a dozen women a year. 
It was the insurance industry, prompted by two claims against 
independent midwives, which drew a distinction between them and 
employed (by NHS and other employers) midwives and quoted a 
substantial additional premium to cover their additional risk. In 
1994 this was an additional £170,000.00. There are 27,000 RCM full 
fee-paying members (the majority practice in the NHS) and if 
insurance coverage was offered to the 100 independent midwives all 
the midwives would have to pay approximately an extra £7.50 per 
annum (RCM letter, May 1996). 
Aspirin has been found to decrease the number of spontaneous 
abortions for women with Hughes Syndrome (antiphospholipid 
syndrome) which results in increased blood clotting. Women who have 
Lupus suffer frQm this syndrome but there are many more women (in 
some countries estimated at 70% of women with recurrent spontaneous 
abortions) who have the Hughes Syndrome which has not been 
diagnosed. A research study was carried out at Guy's and st. 
Thomas's Hospital, London, using either low-dose aspirin or aspirin 
and heparin, and it was found that there was a dramatic increase in 
the numbers of women with Hughes Syndrome giving birth to healthy 
babies (Midwives, 109(1301), 164). 
Hepatitis A can cause serious complications including liver 
problems. In Britain sewage workers and military and diplomatic 
personnel are among those recommended to receive hepatitis A 
vaccination. Midwives, nurses and other health staffs are wanting 
to also have this vaccination especially after a postpartum mother, 
who was later found to have a mild case of hepatitis A, vomited 
over a midwife who was then ill for nine months with serious 
complications. The other staff present developed mild hepatitis A. 
When immunoglobulin was requested after the incident it was refused 
as they were told that the risk of contracting hepatitis A was 
infinitesimal (Midwives, 109(1301), 164). 
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Men in Midwifery 
Submitted by Ann Nuttall, Rochdale, Lancashire. 
The phenomenon of the modern day male midwife in the U.K. is 
a different entity from the "man midwife" of old, for he now 
usually enters the profession with a background in nursing, not as 
a doctor substitute. Midwifery has traditionally been synonymous 
with the care of pregnant women by women, during and after 
childbirth. From the 16th century onwards history shows a marked 
increase and involvement by men in this previously exclusive female 
preserve. The passing of medical acts of 1858 and 1866 consolidated 
the position of "man midwife" who emerged as the forerunner of the 
modern day obstetric specialist. Female practitioners were not to 
gain similar legal recognition until 1902 with the passing of the 
Midwives Act in England. Although this prohibited the practice of 
midwifery by unqualified women, unqualified men could practice 
until 1926, when this loop-hole was closed. 
A system of maternity care developed within the U.K. (within 
a predominantly male medical profession) with the exclusively 
female midwifery profession becoming the main providers of care. 
The position was further strengthened with the Midwives Act of 
1952, that prohibited men from practising and training as midwives. 
In the late 1960s and early 1970s a small number of male nurses 
voiced their dissatisfaction at the exclusion of men from midwifery 
and campaigned for a change in legislation. The challenge received 
some support from the government of the day who were attempting to 
introduce an Act of Parliament to prevent sex discrimination and to 
provide equal opportunities in employment. Many nursing and medical 
organisations expressed reservations about such a development. The 
Royal College of Midwives (RCM), supported by the Royal College of 
Obstetricians and Gynaecologists, remained adamant that midwifery 
should remain an occupation exclusive to women. The RCM argued that 
intimate aspects of bodily care were required and that the majority 
of the public would be unwilling to accept care from a man unless 
he was chaperoned. The RCM considered that this would be a drain on 
people-power and financial resources. They also considered that 
being a woman was also part of the function of the midwife and thus 
the support given was objectively immeasurable. Therefore, no 
adequate assessment of the success or failure of a man in this role 
could be determined. 
In 1975 the Bill to abolish sex discrimination in employment 
became law. In August of that year an amendment to the Act removed 
the barriers to men entering the midwifery profession. Transitional 
restrictions were however applied. These restrictions confined the 
training and employment of men as midwives to those courses and 
hospitals approved by the Secretary of State. Only two schools were 
selected, and when the experimental schemes were concluded the 
general report was that "male midwives were generally acceptable to 
mothers, husbands, midwifery and medical staff" • This report, 
although bringing no immediate government action, brought about a 
change in the RCM's view in that now they recommended that "the 
fields of midwifery should be totally open to men" (Royal College 
of Midwives, 1982). In March 1983 the Secretary of State announced 
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that the barriers contained within the Sex Discrimination Act of 
1975 that had restricted the training of men in midwifery were to 
be lifted, men were free to train and practice as midwives on equal 
terms as women. 
The absence of data about men in midwifery is surprising, in 
view of the controversy that had surrounded their initial 
introduction into the profession. Many questions about men in 
midwifery, such as their number, continuing acceptability, need for 
chaperonage, reasons for entering and leaving the profession, and 
their subsequent career patterns, remain unanswered. So why do men 
enter midwifery and what effect, if any, are they having on the 
structure of the profession? With so few men practising as midwives 
(only 34 notified to practice in 1990) almost anything said or done 
will standout and be easily stereotyped. 
The feminine values of caring and warmth are highly valued in 
nursing and have tended to attract women into the profession. While 
some men share these values it would be of interest to know what 
attracts them to nursing and to midwifery. Various studies suggest 
that "Fred Nightingale" chooses for the same reasons as women, but 
considers nursing as a career much later in life. "Fred" appears to 
know what he wants from his career much more than his female 
counterpart. While expressing the important shared values of caring 
and selflessness, he shows he intends to move rapidly through the 
hierarchy and knows how to achieve his goals*. Indeed, women can be 
seen to promote his progress. He is likely to have a woman as his 
mentor to guide, support, and direct him. It is however, easier for 
men to make their way in nursing than for women to prosper in 
medicine, because medicine is seen as being "male" and having high 
status while nursing is seen as being "female" and therefore having 
low status. Men are able to have greater job mobility, and unlike 
women, rarely take time out of the "career ladder". A small study 
by Hardy (1987) found that a greater emphasis was placed on men to 
perform and achieve well, but also they received more support from 
senior colleagues. 
The reasons given for male midwives remaining in midwifery 
practice high-lighted their enjoyment and satisfaction with the 
work involved. They considered it to be a challenge and 
incorporated the important element of allowing them to make, and to 
act, on their own decisions. The most common reasons given for 
leaving midwifery was "at the time of qualifying the law prevented 
practice outside of the experimental schemes". 
The benefits which men as midwives provide to women and their 
partners and families, and the relationships with their colleagues, 
is an area of further study. Within the changing status of 
midwifery, and its own redefinition, it will be of interest to 
discover if the role of "woman being with woman" has also to be 
redefined to encompass the male midwife and those he cares for. 
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*Postscript from the Editor 
Have there been further changes since the free trade agreement with 
the European Community? 
Literature often refers to the quick promotions, when compared to 
female nurses, that male nurses receive. During the Winter 1996 
semester the students in the two N5220 courses collected data for 
some Newfoundland hospitals and it will be noted that there are few 
male nurses in management positions (as defined by the hospital) in 
this sample. Questions can then be asked: If these figures are 
typical for all agencies in this province are we different from 
other locations? Or, are these general statements in the literature 
not based on correct statistics and therefore the supposition about 
male nurses receiving more promotions than female nurses is 
inaccurate? Or, are there different degrees of management and we 
only captured one aspect with these data from local hospitals? 
Comments from readers are invited. 
' 
A Small Sample of Male Nurses in Management Positions (March 1996) 
Hospital Male RNs • Management 1n 
General Hospital Nil 
St. Clare's Hospital 1 
Grace General Hospital Nil 
Janeway Child Health Centre Nil 
Waterford Hospital 1 full-time permanent 
1 casual 
Western Memorial R. Hospital Nil 
c. Curtis Memorial Hospital Nil 
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Did You ltnow 
Fetus as Entertainment. In the US non-medical video companies are 
providing "entertainment" videos of the fetus in the uterus, 
complete with music, fancy graphics, and subtitles. The videos are 
promoted through newspaper advertising by companies such as Peek-a-
Boo and Womb with a View. The FDA has warned companies that they 
are going to seize their ultrasound equipment if they do not cease 
this practice. The fetus is exposed to the ultrasound for as long 
as an hour to produce a picture which is then transferred to a 
video-tape (FDA cracks down. (1995, summer/Fall). ALACE Special 
Delivery, 18(3), 7). 
The Moon and Births. Professor Caton compared the birth dates of 50 
million live babies, born over a 13 year period, with the lunar 
cycle. He found that births were most frequent during the third 
quarter of the moon's cycle, and least frequent during the first 
quarter. Births were about equal during the full and new phases 
(Moon babies? (1995, Summer/Fall). ALACE Special Delivery, 18(3), 
7) • 
Cesarean Sections are increasing. Brazil has the highest number 
with 32% of births; United States has 25%; Britain has 10-15%. 
Ethicon Ltd. therefore decided to produce two video films about 
cesarean sections. One version for health professionals provides 
detailed information, and another version provides information for 
mothers and their partners. (It is not known if this is available 
in Canada) (Midwives, 109(1301), 164). 
First Assistants in Surgery. In the United States nurses may act as 
first assistants during surgery, including cesarean sections, in 
all 50 States, subject to the specific rules and regulations 
established by individual state boards of nursing. Some states have 
incorporated the Association of Operating Room Nurses (AORN) into 
the state nurse practice acts. The AORN specifies certification in 
perioperative nursing as a qualification for registered nurse first 
assistants to the surgeon. Responsibilities vary from state to 
state, but typically include handling tissue, providing exposure of 
body parts, using instruments, suturing, and providing haemostasis. 
A state may permit a physician to delegate a function to the first 
assistant if it is normal and customary to do so; and registered 
nurses can assume properly delegated functions, such as severing 
tissue. Registered nurses who assume the role of first assistant 
are accountable for their own practice, and may assume liability if 
their practice is not in accordance with the standard of care 
provided by other reasonable nurse first assistants (Miller-Slade, 
D. (1996, May). Ask the experts. AWHONN Voice, ~(4), 6). 
The Benefits of Technology. A Critical Review of 
Electronic Fetal Heart Monitors 
Written by Jennifer Brown while a fifth year student at 
the School of Nursing, Memorial University of Newfoundland. 
22 
In the 20th century no aspect of our lives has escaped the 
influence of technology. Even the most natural aspects of our 
lives, such as labour and delivery, have been exposed to the 
medicalization of technology through the use of electronic fetal 
monitoring. Despite its well documented limitations (Howie, 1986), 
continuous electronic fetal heart rate monitoring has become an 
accepted routine component of intrapartum care in Canadian 
hospitals and thus is an issue for debate. An issue is defined as: 
a point of debate or controversy . • • something entailing 
alternatives between which to choose or decide (Webster, 1986). The 
purpose of this paper is to discuss the historical background 
surrounding electronic fetal heart monitoring, provide opposing 
views on the issue, formulate an opinion on the issue, debate it 
and explore the impact of this issue on nursing and the health care 
system. 
History of Fetal Heart Monitorinq 
Fetal heart tones were first depicted in poetry in the 17th 
century by LeGaust, a colleague of the physician Marsac who is 
credited with first having heard the fetal heart (Freeman, Garite 
& Nageotte, 1991). In 1821, Kergaradec, a French nobleman, unaware 
of earlier reports of fetal heart tones, described both fetal heart 
tones and uterine souffle and suggested auscultation to be of value 
in the diagnosis of pregnancy, twins, fetal lie and presentation 
(Freeman & Garite, 1981; Miller, 1993). To convince obstetricians 
of the value of Kergaradec's observations, Evory Kennedy published 
a book in 1833 titled, Observations on Obstetric Auscultation 
(Freeman et al., 1991). Based on this past information the need was 
recognized for a device that was more reliable than the human ear. 
. ' Th1s lead to the development of the head stethoscope (fetoscope) 
which was first reported in 1917 by David Hills, an obstetrician, 
in the Journal of the American Medical Association, and has 
remained little changed since its early development (Freeman & 
Garite, 1981). 
Thirty years after fetal heart tones were described, it was 
proposed that changes in the fetal heart rate (FHR), heart rates 
below 100 or above 180 beats per minute, might be used to diagnose 
fetal distress and indicate that intervention should occur on the 
fetus' behalf (Miller, 1993). In 1893, the criteria for fetal 
distress was established and remained unchanged until the 
introduction of electronic heart rate monitoring and fetal scalp 
sampling: heart rate less than 100 bpm, more than 160 bpm, 
irregular heart rate, passage of meconium and gross alteration of 
fetal movement (Freeman & Garite, 1981). However, these criteria 
came under serious investigation in 1968 when the Benson study 
concluded that there was no reliable indicator of fetal distress 
with regards to fetal heart rate, only in extreme degree (Freeman 
& Garite, 1981). Thus, with the age of electronic technology making 
• 
• 
• 
•• 
.. 
23 
its impact on modern medicine and the desire for a better 
prognostic tool, it was inevitable that obstetrical research would 
seek more sophisticated methods of fetal evaluation (Freeman et 
al., 1991). Although these are the primary reasons for the 
implementation of electronic fetal heart monitoring, other grounds 
for its implementation exist. The early researchers in fetal heart 
monitoring recognized that labour could pose a serious threat to 
the life or well-being of the fetus and that these asphyxiated 
fetuses have either tachycardia or bradycardia (Neilson, 1994). The 
prevention, early diagnosis and treatment of intrapartum asphyxia 
were objectives of the highest priority. The electronic method of 
recording was commenced due to the relation between fetal acidosis 
and changes in the fetal heart rate (Howie, 1986), and the 
insensitivity of the human ear to the subtle changes in rate. It 
was hoped that through this technology, evidence of fetal hypoxia 
would appear in time for the physician to intervene and thus 
protect the fetus from continued intrauterine oxygen deprivation 
(Freeman, 1990). 
The earliest reports of fetal heart rate monitoring was via a 
fetal electrocardiograph (EKG) monitor placed on the maternal 
abdomen in 1958 by the United States physician Edward Hon (Freeman 
et al., 1991). The first commercially produced electronic fetal 
monitor became available in 1968 and was produced by Hewlett-
Packard (Dover & Gauge, 1995; Flamm, 1994). In the last 25 years 
there has been a steady increase in the use of continuous 
electronic monitoring of the fetal heart rate in labour. A national 
survey indicated that in 72% of hospitals with monitors, almost all 
women were monitored at some time during labour (Natale, Nimrod, 
Liston, Lalonde & Hanvey, 1995). 
Benefits of Electronic Fetal Heart Monitorinq 
The technique of continuous FHR monitoring has attained wide 
acceptance in clinical obstetric practice and was thought to have 
advantages over ,intermittent auscultation. Despite the controversy 
surrounding its effectiveness, apparent advantages associated with 
the use of this technology do exist. Perhaps the most substantial 
advantage of using continuous electronic FHR monitoring was 
discovered in the famous Dublin trial (Macdonald, Grant, Pereira, 
Boylan & Chalmers, 1985). This study found the number of neonatal 
seizures to be reduced by 55% in the group of women who had 
continuous electronic FHR monitoring as opposed to those who had 
intermittent auscultation (Howie, 1986). Other notable advantages 
of electronic fetal heart monitoring are evident. For example, 
calculation of the fetal heart rate through the use of a Pinard 
stethoscope can be difficult, due to beat to beat variability. Not 
only does the electronic method provide an accurate baseline, but 
it enables the variability to be seen and allows the relationship 
between uterine activity and changes in FHR to become visual. 
Furthermore, the period of auscultation is of utmost importance. If 
you count for only 15 seconds and multiply by four to obtain the 
rate per minute there is a risk for introducing a fourfold error 
(Ingemarsson, Ingemarsson & Spencer, 1993). 
Enthusiasm for this technology is often shared by many parents 
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as they are able to hear the fetal heart beating and this serves to 
reassure them of normality. Many parents admit feelings of 
increased security with electronic FHR monitoring (Ingemarsson et 
al., 1993). According to a study performed in Britain, 63% of 
mothers found the intensive monitoring methods in labour to be 
reassuring (Howie, 1986). This increase in feelings of reassurance 
will help to decrease the feelings of anxiety and apprehension that 
are often experienced by parents during labour. 
Utilizing this form of technology also decreases the necessity 
to doubt whether the fetal heart has been heard correctly. In a 
state of severe hypoxia, the fetus often maintains baseline FHR and 
the subtle abnormalities are much more readily detected through the 
electronic method of auscultation (Ingemarsson et al., 1993). Due 
to the availability of this type of surveillance, many high risk 
pregnancies are enabled to labour instead of having an elective 
Caesarean section. 
Drawbacks of Electronic Fetal Heart Monitoring 
During the 1970s, when electronic FHR monitoring was first 
widely introduced, many reports suggested benefits from monitoring 
during labour. However, no account was taken of the fact that many 
advances in antenatal care and intensive care of the newborn were 
taking place at the same time (Prentice & Lind, 1987). Instead, it 
seemed obvious to many that the greater the amount of information 
obtained concerning fetal status during labour, the more useful the 
observation and the less likely of an adverse outcome for the fetus 
(Neilson, 1994). However, as the use of electronic FHR monitoring 
increased in clinical practice, it was not long before some 
disadvantages became apparent. 
In labour, false-positive FHR changes are frequently seen in 
low-risk women. A normal cardiotocograph record occurs in only 50% 
of all labours with 15% of all labour records displaying a baseline 
abnormality and some 10% of cases having tachycardia (Ingemarsson 
et al., 1993). According to Black (1991), in a computer analysis of 
FHR traces, the ' incidence of erroneous or doubtful decelerations 
was 20% and erroneous or doubtful accelerations were present in 
11%. These false-positive FHR changes inevitably lead to a false-
positive diagnosis of fetal distress with values in excess of 60% 
(Prentice & Lind, 1987). This over-diagnosis of "fetal distress" 
often leads to unnecessary interventions. Evidence clearly 
indicates that the use of continuous electronic FHR monitoring is 
associated with a significantly increased rate of operative birth 
(Flamm, 1994; Howie, 1986; Miller, 1993; Natale et al., 1995). 
Although the decision to perform a Caesarean section is made with 
the well-being of the fetus in mind, the correlation between 
abnormal FHR changes and the condition of the baby at birth is poor 
(Ingemarsson et al., 1993; Natale et al., 1995). Namely, a baby may 
be born with good Apgar scores and a normal cord pH after 
demonstrating late decelerations in labour. These errors in 
recording of FHR can be attributed not only to the imperfect 
functioning of the fetal monitor but also to the high degree of 
inter-observer variation of analysis that exists (Black, 1991; 
Dover & Gauge, 1995). 
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Issue Debate 
It is generally accepted that the use of continuous electronic 
FHR monitoring is of benefit in certain high risk pregnancies 
(Flamm, 1994; MacDonald et al., 1985; Prentice & Lind, 1987). 
However, based upon the analysis of the literature, the writer of 
this paper feels that electronic FHR monitoring should not be used 
routinely as a component of intrapartum care, especially in low-
risk pregnancies. 
A very significant drawback associated with the use of 
electronic fetal monitors, in the opinion of the writer, is the 
misdiagnosis of "fetal distress" and the subsequent interventions 
of operative and instrumental delivery. According to a Canadian 
national survey, the Caesarean section rate increased by 167% 
between 1969 and 1978 and displayed a steady increase from 5.7% in 
1970 to 19.5% in 1988; the national Canadian rate in 1992 to 1993 
stood at 18% with the highest rates in British Columbia and 
Newfoundland, at 23% (Helewa, 1995). The consequences of this high 
Caesarean section rate includes an increase risk for maternal 
infection and a subsequent prolonged hospital stay, which 
ultimately results in an increase in cost to the health care 
system. Currently in Canada, 9% of all Caesarean sections are 
performed for non-reassuring FHR patterns (Helewa, 1995). 
Unfortunately, due to the high rate of inter-observer variation on 
visual analysis of the cardiotocograph, the poor predictive value 
of FHR changes, the lack of classification regarding normal and 
abnormal FHR patterns (Dover & Gauge, 1995), and the other 
confounding variables that could affect FHR (fetal movement, 
uterine contractions, cord compression etc.), the electronic fetal 
monitoring lacks efficiency as a screening tool. Effective 
screening tools are valid and reliable; this technology is neither 
(Albers, 1994). Thus, due to the lack of a better diagnostic tool, 
up to 60% of Caesarean sections performed for "fetal distress" need 
not have occurr~d (Helewa, 1995). 
Electronic FHR monitoring often confines the mother to the 
bed, which can potentially increase the incidence of maternal 
morbidity (Albers, 1994). Ambulation and position change in labour 
increase the intensity of the uterine contractions and thus 
decreases the duration of the labour and the use of analgesia 
(Albers, 1994; Natale et al., 1995).This has important implications 
for the health care system as prolonged labours and pharmacologic 
pain-relieving measures have potential negative effects for both 
mother and fetus which ultimately leads to prolonged hospital stays 
and an increase in health care costs. 
As stated in the benefits associated with electronic FHR 
monitoring, many mothers find intensive monitoring methods 
reassuring in labour. However, childbirth is supposed to be a 
natural experience and some mothers may regard the method of 
electronic monitoring as an unwelcome intrusion into their 
experience (Howe, 1986). According to Dover and Gauge, (1995), 
electronic monitoring could have a potentially negative effect on 
psychological parameters such as satisfaction, control and anxiety. 
Unfortunately, electronic FHR monitoring has enlarged the 
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perceptions about the needs of the fetus and minimized the 
importance of the needs of the mother (Albers, 1994). 
Advocators of electronic fetal monitoring may argue that the 
human ear is unable to detect the subtle abnormalities in FHR and 
thus a failure to act in a timely fashion on behalf of the fetus. 
However, the results of randomized controlled trials of the 
electronic monitoring procedure against intermittent auscultation 
showed no significant perinatal advantage of electronic fetal 
monitoring over intermittent auscultation (Natale et al., 1995; 
Neilson, 1994; Spencer, 1994). Thus, for low-risk mothers there is 
good case for a return to the traditional method of intermittent 
auscultation. According to Prentice and Lind (1987), intermittent 
auscultation has a lower false-positive rate, lesser incidence of 
intervention and opportunity for greater contact between the nurse 
and the mother. When auscultation is performed, a bond will develop 
between the mother and the caregiver as the listening allows for 
the opportunity to touch and thus serves as a focus of support 
(Natale et al., 1995). Furthermore, evidence suggests the support 
and presence of a trained person is important to the mother and 
decreases the likelihood of an operative delivery, a poor Apgar 
score, use of intrapartum analgesia and a negative maternal 
evaluation of the birth (Natale et al., 1995; Neilson, 1994). Thus, 
it appears that not only is intermittent auscultation of benefit to 
the mother but it also has advantages for the health care system. 
Intermittent auscultation will cost fewer health care dollars due 
to its advantages to the mother and it is cheaper to implement in 
comparison to electronic monitoring. The cost of buying and 
maintaining the fetal heart monitors can be expensive and as 
technology advances and there is a need to improve the monitors, 
they will increasingly cost more. Therefore, it is the 
responsibility of the health care system to ensure that a 
consistent level of competency in fetal health assessment skills be 
established for health care professionals. Furthermore, it must be 
recognized that ' implementation of intermittent· auscultation, as a 
component of intrapartum care, will require ongoing education of 
caregivers, changing of attitudes and a redefinition of priorities 
which may require an increase in staffing as nurses will have to 
spend in increasing amount of time with the mother (Natale et al., 
1995). In light of the evidence presented, the writer has come to 
the conclusion that intermittent auscultation of the FHR is the 
foremost method for fetal heart surveillance especially for low-
risk pregnancies. 
Implications for Nursinq 
Both methods of fetal heart surveillance discussed in this 
paper have implications for nursing. If electronic monitoring is 
utilized, the nurse must be experienced in reading and interpreting 
the cardiotocograph so that unnecessary interventions are avoided. 
Furthermore, medico-legal jeopardy for nurses may be increased by 
having long records of fetal heart activity during labour for which 
"experts" can easily have opposing views when interpreting what 
patterns were actually present (Albers, 1994). 
As the birthing experience is a very memorable time for 
, 
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mothers, the decision as to which type of fetal surveillance will 
be utilized during the intrapartum period should be their decision. 
This will give them an increased sense of control and lead to a 
positive evaluation of the experience. However, it is the 
responsibility of the nurse to educate the parents about the 
benefits and drawbacks associated with the different methods of 
auscultation to enable them to make an informed decision. 
Furthermore, nurses must respect the parents decision regardless of 
their own personal opinion. 
As stated previously, the support a mother receives during the 
intrapartum period if of great importance and can have a very 
positive impact on the birthing experience. Therefore, it the 
obligation of nurses and nursing units to develop standards for 
support, including core competency measures for personnel attending 
women in labour (Natale et al., 1995). 
Prior to the introduction of electronic FHR monitoring, the 
Pinard stethoscope was utilized a~ the method of fetal heart 
surveillance. However, the introduction of the electronic method of 
monitoring has caused nurses to become dependent upon this 
technology and has resulted in a loss of skills necessary to 
effectively utilize the Pinard stethoscope. In light of the 
evidence related to the ineffectiveness of the electronic monitor 
and its existing potential for negative effects for both mother and 
fetus, it is the moral and ethical responsibility of nurses to 
achieve confidence and competence in this skill of intermittent 
auscultation once again. 
The electronic fetal heart monitor emerged at a time when 
there was very little appreciation of the importance of rigorous 
assessment of new medical technologies (Neilson, 1994). Thus, this 
technology was introduced without clearly demonstrated benefit and 
before its efficacy had been evaluated. Hence, to ensure that this 
is not repeated with other forms of technology, nurse researchers 
must subject ne~ forms of technology to randomized clinical trials 
before their introduction into clinical practice. As client 
advocates, we ·must not blindly accept technology. 
summary 
This paper discusses the history of the fetal heart monitor, 
the benefits and drawbacks associated with its use and a debate on 
the issue of electronic FHR monitors is presented. The writer came 
to the conclusion, that intermittent auscultation is more 
beneficial than electronic monitoring, especially for low-risk 
pregnancies. Also, the writer found it difficult to critically 
analyze the benefits of fetal heart monitors due to the lack of 
information in this area. However, this lack of information 
illustrates to the writer that very few benefits of this technology 
exist. 
Conclusion 
--~ For the majority of women, childbirth is a normal 
physiological experience that requires little intervention. 
Unfortunately, the introduction of technology, particularly fetal 
heart monitors, has unnecessarily medicalized the experience. Due 
to the vast amount of evidence illustrating electronic fetal 
. ·--
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monitors as being imperfect and unreliable, their use must be 
drastically reduced. Furthermore, nurses must diminish their 
dependence on this technology and regain competence in providing 
quality supportive care. 
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conference Calendar 
Up to $500 is available annually to a member, whose Alliance 
registration fees are paid up-to-date, to help pay the cost of 
attending a conference which is in keeping with the Alliance 
objectives of care to women and babies. So that members are aware 
of the conferences being offered it has been suggested that we list 
those which may be of interest. Just because a conference is listed 
does not mean that it necessarily meets the Alliance objectives. 
(Some money is still available for 1996). If you know of any 
conferences, meetings, etc. which could be of interest to members 
please forward the information to the editor for inclusion in the 
Newsletter. For International Conferences the call for Abstracts is 
usually one year or more before the conference date. Often only 
mailed, not faxed, abstracts are considered. (Readers are 
responsible for checking the information of the conferences listed. 
As the information comes from a variety of sources the Editor 
accepts no responsibility for any misinformation). 
1996 
June 15-21. "Knowing God in Nursing: Living in Peace", Nurses 
Christian Fellowship, Cedar Campus, Michigan. 
Cost: $250 registration; $172-$225 accommodation. 
Contact: Nurses Christian Fellowship, P.O. Box 7895, Madison, WI 
53707-7895 (Fax: 608-274-7882; e-mail: ncf@ivcfnse.fullfeed.com) 
June 16-19. Canadian Nurses Association annual meeting and Biennial 
Convention, Halifax 
Contact: Canadian Nurses Association, 50 Driveway, Ottawa, ON 
K2P 1E2 (Fax: 613-237-3520; telephone: 1-800-361-8404). 
June 19-20. Ass~ciation of Ontario Midwives Annual General Meeting 
and Conference, Scarborough Campus, University of Toronto. 
Contact: Association of Ontario Midwives, Suite 205, 2050 Sheppard 
Avenue East, North York, ON, M2J 5B3 (Fax: 416-494-9002) 
June 20. "Tradition and Change in Midwifery Practice: A Global 
Perspective", Nottingham, England. 
Cost: £30. 
Contact: City Hospital, University of Nottingham, Nottingham. 
(Telephone: 011-440115-9691169, ext. 45193) 
June 24-27. "Research on Nursing Throughout the Life Span". 8th 
Biennial Conference of the Workgroup of European Nurse Researchers, 
Stockholm, Sweden. 
Contact: Stockholm Convention Bureau, P.O. Box 6911, s-102 39, 
Stockholm, Sweden. (Fax: 46-834-8441). or 
Eva szutkowska, Swedish Association of Health Officers, WENR, P.O. 
Box 32 60, 103 65, Stockholm, Sweden (Fax: 46-820-4096) 
30 
June 25-30. "5th International Week for Children's Rights: 
Children's Rights in the Global Economy", Montreal. 
Cost: Training session $75; conference $400. 
Contact: COPLANOR Congres Inc., 511 Place d'Armes no 600, Montreal, 
PQ, H2Y 2W7 (Fax: 514-288-6469) (e-mail: dei@coplanor.qc.ca) 
June 27-30. Traditional Midwifery Conference, Eugene, OR. Post 
conference workshop - basic suturing and advanced suturing; or 
Chinese medicine for pregnancy and birth. 
Cost: $345.00 US 
Contact: Midwifery Today, PO Box 2672-242, Eugene, OR 97402, USA 
(Fax: 541-344-1422; telephone: 1-800-743-0974) (e-mail: 
midwifery@aol.com) 
July 1-26. Certificate course in Breastfeeding: Practice and 
Policy, London, UK 
Cost: £1450.00, includes reference material and books. 
Contact: Continuing Education Office, Institute of Child Health, 30 
Guildford Street, London WC1N 1EH, UK (Fax: 44-171-831-0488) 
July 2-5. "Health Promotion: 1986, 1996 ••• and Counting", CPHA 
87th Annual Conference, Vancouver. current status of health 
promotion, its role in health reform, changes in federal and 
provincial health and social policy and where public health fits in 
Contact: Conference Coordinator, CPHA, Suite 400, 1565 Carling 
Avenue, Ottawa, ON K1Z 8Rl (Fax: 613-725-9826). 
July 11-14. "Breastfeeding: The Cross-Cultural Connection", Kansas 
City, USA. 
Cost: $340.00+ us 
Contact: International Lactation Consultant Association Conference, 
201 Brown Avenue, Evanston, IL 60202 
' July 13-14. "Aquanatal Level 1". Aquarobics Teacher Training, 
London, England. 
Contact: Aquarobics (Telephone: 011-44-181-876-7789). 
July 16-19. "Pioneering Midwifery Care" and Royal College of 
Midwives 114th Annual General Meeting, Torquay, England. 
Cost: £145.00 for full conference; £55.00 education session only. 
Contact: Royal College of Midwives, 15 Mansfield Street, London 
W1M OBE (Telephone: 011-44-171-872-5100; Fax: 0171-872-5101). 
Canadian RCM membership is £63.00 p.a. which includes the monthly 
journal Midwives; insurance is not available to Canadian midwives. 
July 19-20. "Parent Education Revisited: New Approaches for 
Experienced Facilitators", Sheffield, England. 
Cost: £72.00 
Contact: Lisa Lovell, University of Sheffield, Dept. of Midwifery, 
Leavygreave Road, Sheffield S3 7RG (Telephone: 011-44-114-270-1320) 
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July 20-21. "Aquanatal Level 1 11 • Aquarobics Teacher Training, 
Harrogate, England. 
Contact: Aquarobics (Telephone: 011-44-181-876-7789). 
August 1-7. World Breastfeedinq Week - Protect, Promote and support 
Breastfeedinq. Breastfeedinq: A Community Responsibility. 
August 12-15. "Cancer Nursing - Creating the Future". The 9th 
International Conference on Cancer Nursing, Brighton, England. 
Contact: June Cadogan, Conference Executive, Nursing Standard, 
Conference and Exhibition Unit, Viking House, 17-19 Harrow, 
Middlesex HAl 2AX England. (Fax: 44-181-423-4302) 
August 15-18. "Celebrating our Diversity: 1996 ICEA International 
Convention", Washington. 
Contact: Doris Olsen, ICEA, PO Box 20048, Minneapolis, MN 55420 
(Fax: 612-854-8772) 
August 22-24. "Making a World of Difference", 4th International 
Conference on Nurse Practitioner Practice, Edinburgh, Scotland. 
Organised by the Royal College of Nursing, American Academy of 
Nurse Practitioners, and University of Colorado Health Sciences 
Center School of Nursing. 
Cost: £304.55 for RCN members and overseas delegates; £364.25 for 
non RCN members. (Accommodation from £34.50 per day). 
Contact: June Cadogan, Conference Executive, Nursing Standard, 
Conference and Exhibition Unit, Viking House, 17-19 Harrow, 
Middlesex HAl 2AX England. (Fax: 44-181-423-4302) 
August 27-31. "World Congress against 
Exploitation of Children", Stockholm, Sweden. 
Contact: UNICEF, DH-40E, 3 UN Plaza, New York, 
702-7148). 
Commercial Sexual 
NY 10017 (Fax: 212-
August 28-31. New Zealand College of Midwives 1996 National 
Conference, Canterbury, NZ 
Contact: Judy Henderson, NZCOM, PO Box 21-106, Christchurch, NZ 
(Telephone: 64-3377-2732) 
Sept. ? Midwifery Today Florida-Caribbean International Conference. 
Contact: Midwifery Today, PO Box 2672-242, Eugene, OR 97402, USA 
(Fax: 503-34401422) (e-mail: midwifery@aol.com) 
Sept. 10-13. "15th European Congress of Perinatal Medicine", 
Glasgow, Scotland. 
Cost: £330.00 for nurses and midwives. To include accommodation. 
Contact: ECPM, Concorde Services Ltd., Unit 5, SECC, Glasgow G3 SYW 
Scotland. (Telephone: 44-141-221-3553) 
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Sept. 18-21. "Nursing, women's history and the politics of 
welfare", University of Nottingham, England. 
Cost: £295 with accommodation, £205 non-residential. 
Contact: Conference Secretary, Dept. of Nursing and Midwifery 
Studies, University of Nottingham, Queen's Medical Centre, 
Nottingham NG7 2UH, UK. (Fax: 44-115-970-9955; e-mail: 
MNZSS@mnnl.nursing.nottingham.ac.uk 
Sept. 21. "Breaking the Chains: Positive Care in Childbirth", 
London, UK. Speakers include: Wendy Savage, Lesley Page, Sheila 
Kitzinger, Mavis Kirkham, Barbara Hewson. 
Cost: £30.00. 
Contact: Judy Compton, 7 Princes Street, Oxford OX4 1DD (Telephone: 
01865-726755). 
Sept. 30. "The Hammersmith Hospitals NHS Trust Symposium: Milk 
Banking, Past, Present, and Future", London, England. 
Contact: Course Registration Service, PO Box 3219, London SW13 9XR 
(Telephone: 44-181-741-1311). 
Sept. 30-0ct. 3. "Nursing in the New Millennium. Beyond Tomorrow: 
Building Nursing Skills for the Future", Winnipeg. Innovation in 
nursing and nursing care delivery. Keynote speakers: Tim Porter-
O'Grady and Angela Barron McBride. (Rescheduled). 
Contact: Communication Dept., Manitoba Association of Registered 
Nurses, 647 Broadway, Winnipeg, MN R3C OX2. (Fax: 204-775-6052). 
Sept. 30-0ct. 6. Canada's Breastfeeding Week - Breastfeeding: A 
Community Responsibility. 
Suggestions to: INFACT Canada/IBFAN North America, 10 Trinity 
Square, Toronto, ON M5G 1B1 (Fax: 416-591-9355; e-mail: 
infact@ftn.net) 
' October 3. ASPO/Lamaze certification examination 
Deadline for application: August 9, 1996 
Contact: ASPO/Lamaze, 1200 19th Street NW, Suite 300, Washington, 
DC 20036 (Telephone: 1-800-368-4404) 
October 3-4. "Breastfeeding: Committee to Community Action", 
Winnipeg. 
Contact: Shirley Phillips, Winnipeg Breastfeeding Clinic. 
(Telephone: 204-231-5855). 
October 3-6. "Midwifery: Reaching Beyond our Goals", Orlando, 
Florida. October 7 post conference workshop - hands-on herb class, 
or basic suturing and advanced suturing. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, Oregon 97402 
( x: 541-344-1422; telephone: 1-800-743-0974; e-mail: 
m~dwifery@aol.com) 
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October 11-13. "Keeping Birth Normal", New York. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, Oregon 97402 
(Fax: 541-344-1422; telephone: 1-800-743-0974; e-mail: 
midwifery@aol.com) 
October 13-16. "1st International Conference on Priorities in 
Health Care Needs, Ethics, Economy and Implementation", Stockholm, 
sweden. 
Contact: Priorities in Health Care, Stockholm Convention Bureau, PO 
Box 6911, S-102 39, Stockholm, Sweden (Fax: 46 8 34 84 41) 
October 14-18. "Breastfeeding: Science and Ethics, Theory and 
Practice", to be held in an Asian country. To look beyond the 
Innocenti Declaration by evaluating efforts since 1990, to build 
new commitments and to plan action in favour of breastfeeding. The 
forum is expected to mobilise, update, train and encourage sharing 
and networking. 
Contact: Global Forum on Breastfeeding, cjo WABA Secretariat, 
P.O. Box 1200, 10850 Penang, Malaysia. (Fax: 60-4-657-2655) 
October 19. "Safe Motherhood: What Works?" London, England. 
Contact: Trudy Stevens, Centre for Midwifery Practice, Queen 
Charlotte's Hospital, Goldhawk Road, London W6 OXG (Fax: 44-181-
740-3512) 
October 26-29. "The Perinatal Hurricane: A Class IV Storm", 
District IV AWHONN Conference, Orlando, Florida. 
Abstracts: June 15, 1996. 
Contact: Dr. Ermalynn Kiehl, re abstracts (Fax: 407-823-5675); 
Connie Warren, Conference Chair. (Telephone: 407-897-5600, ext. 
2394) 
October 30-November 2. "Tobacco-Free Canada". Second National 
' Conference on Tobacco or Health, Ottawa. Policy making, access to 
information, · research, support for community action, women, 
children, aboriginals, health professionals and tobacco etc. 
Abstracts: February 23, 1996, on provided form. 
Contact: cjo Taylor & Associates, P.O. Box 46066, 2339 Ogilvie 
Road, Gloucester, ON KlJ 9M7 (Fax: 613-745-1846). 
November 3-6. "Appropriate Systems/Appropriate Decisions, 
Information Technology Issues in Community Health" ITCH '96 
conference, Victoria, BC. Topics related to, but not limited, to 
application or technology. 
STUDENT POSTER CONTEST: Full-time students, undergraduate or 
graduate programs, are invited to take part in a student poster 
contest. The winner will receive a cash prize and a complimentary 
full registration to the conference. 
Contact: ITCH '96, cjo Conference Management, Division of 
Continuing Studies, University of Victoria, PO Box 3030, MS 8451, 
Victoria, BC V8W 3N6 (Fax: 604-721-8774; E-mail: ITCH@HSD. UVIC. CA) 
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November 5-18. "Seventh International Congress on Women's Health 
Issues", Khon Kaen, Thailand. 
Contact: Earmpon Thongkrajai RN, Associate Professor, Faculty of 
Nursing, Khon Kaen University, Khan Kaen 40002, Thailand (Fax: 043-
237606 or 43-242106). 
November 8-9. "Intrapartum Nursing Practice Summit", Washington, 
DC. Speakers include Celeste Phillips, Sue Woodson, Cyndy Kreming, 
Bonnie Flood Chez and others. There will be an Open Forum session. 
Cost: Before October 25 $225 AWHONN members, $275 non-members/ late 
registration $275 and $325 us 
Contact: AWHONN, suite 600, 700 14th street NW, Washington, DC 
20005-2019. (Telephone: 1-800-673-8499; Fax: 202-737-0575). 
November 10-14. "9th Congress of the Federation of the Asia and 
Oceania Perinatal Societies", Singapore. 
Contact: The 9th FAOCP Congress Secretariat, Ken-Air Destination 
Management Co Pte Ltd., 35 Selegie Road #09-19, Parklane Shopping 
Mall, Singapore 0718. (Fax: 65-336-3613). 
November 28-30. "Interdisciplinary Health Research Conference". 
Sponsored by the CNA, CNF, CNRG, CAUSN. Themes include 
collaboration with other disciplines, interdisciplinary work, 
multicentred research, fusion of research with practice. 
Contact: Conference Secretariat, cjo CAUSN, 350 Albert Street, 
Suite 325, Ottawa, ON K1R 1B1. (Fax: 613-563-7739) (e-mail: 
CAUSN@ACADVM1.UOTTAWA.CA) 
December 2-6. "WABA Global Forum: Children's Health, Children's 
Rights: Action for the 21st Century", Asia. 
Contact: Susan Siew, WABA Global Forum Coordinator, WABA, PO Box 
1200, 10850 Penang, Malaysia. (Fax: 60-4-657-2655). 
December 8-11. Women's Health Care Conference, Washington, DC 
Cost: $250. 
Contact: AWHONN, Suite 600, 700 14th Street NW, Washington, DC 
20005-2019 (Telephone: 1-800-673-8499). 
1997 
? "Weaving a Global Future III", London, England. Speakers include 
Sheila Kitzinger, Nicky Leap, Ina May Gaskin, Penny Simkin, Michel 
Odent and others. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, Oregon 97402 
(Fax: 541-344-1422; telephone: 1-800-743-0974; e-mail: 
mi wifery@aol.com) 
Jan. 25-Feb. 1. "5th Neonatal Perinatal Conference at Sea", western 
Caribbean from Miami. Speakers: Ellen Tappero and Keiko Torgerson 
Cost: From $1204 us. 
Contact: Barbara Quinn. (Telephone: 1-800-656-3221) 
v 
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? Association of Radical Midwives 21st birthday celebration is 
being planned. 
Contact: Ishbel Kargar, 62 Greetby Hill, Ormskirk, L39 2DT 
(Subscription of the ARM which includes the Midwifery Matters 
journal is £30 pa. The 1996 autumn issue of the journal is on 
overseas midwifery. Articles to be submitted by the beginning of 
July 1996. ARM items for sale include pinard stethoscopes £6 + pp) 
June 15-18. "Capitol Opportunities", AWHONN Convention, Washington. 
Cost: $275. 
Abstracts: by August 2, 1996. Innovative program or research, state 
which when telephoning 1-800-673-8499 ext. 1605 for instructions. 
Contact: AWHONN, Suite 600, 700 14th Street NW, Washington, DC 
20005-2019 (Telephone: 1-800-673-8499 ext. 1615). 
June 15-20. "Sharing the Health Challenge", Vancouver. 21st ICN 
Quadrennial Congress. Topics include managing health resources, 
quality improvement, law and regulation, ethics and human rights, 
research, informatics, clinical, cultural, entrepreneurial, mental 
health, women's health, health promotion, care givers, etc. 
Contact: Canadian Nurses Association, 50 Driveway, Ottawa, ON 
K2P 1E2 (Fax: 613-237-3520; telephone: 1-800-361-8404) 
Education 
Call for Papers for a special issue of Health and Canadian Society 
on Midwifery. Aim is to address, in a multidisciplinary fashion, 
current aspects of midwifery. Social science theorists, health care 
practitioners, educators and others are welcome to submit completed 
papers (maximum 30 pages double spaced, hard copy and disk copy) by 
September 30, 1996. Standard procedures for peer review will be 
applied by the co-editors: Lesley Biggs (University of 
Saskatchewan; Brian Burtch (Simon Fraser University), and Farah 
Shroff (Ryerson Polytechnic University). 
Papers and disk to: Lesley Biggs, Dept. of Sociology, University of 
Saskatchewan, Saskatoon, SK (E-Mail: biggs@duke.usask.ca) 
Perinatal Education Partnership Project. Post-entry level 
baccalaureate education for registered nurses. Accessible through 
distance delivery. 
Contact: Perinatal Education Partnership Project, 5980 University 
Avenue, Halifax, NS B3H 4Nl (Fax: 902-422-4463) 
Clinical Issues Independent Study Modules (CHSM). Available from 
January 1996. The modules are based on the "Clinical Issues" 
articles published in JOGNN. The student needs the appropriate copy 
of JOGNN and the matching independent study module. 
Cost per module: $10 for AWHONN members, $15 for non-members. 
Contact: AWHONN, 700 14th Street NW, Suite 600, Washington, DC 
20005-2019. (Fax: 202-737-0575) (e-mail for information: 
73243,344@CompuServe.com) 
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National Certification Corporation for the Obstetric, Gynecologic 
and Neonatal Nursing Specialities, has a 1996 self assessment 
program. Five two part modules (60 min each module) with nine 
different examination content areas for which NCC offers 
certification. Final date for purchase is August 30, 1996. Deadline 
for receipt of answers is September 30, 1996. Completion of a 
program can take from 30 days to 3 months. 
Costs: $79 to $181 us per module. 
Contact: NCC, P.O. Box 11082, Chicago, IL 60611-0082 (Telephone: 1-
800-367-5613). 
Postgraduate Diploma/MSc in Advanced Midwifery Practice, offered by 
the University of Surrey in conjunction with the Royal College of 
Midwives. The diploma program appears to consist of 3 terms and to 
be theoretical. Six themes are covered and seven written 
assignments required, which are marked at the MSc level. When the 
diploma program has been successfully completed the students 
advance to the graduate degree program. [There are also available 
MPhil and PhD research programs.] 
Contact: Royal College of Midwives, 15 Mansfield Street, London WlM 
OBE, England. (Fax: 0171-872-5101); or EIHMS Postgraduate Studies, 
University of Surrey, Guildford GU2 5XH (Fax: 011-44-1483 259395; 
e-mail: for MSc r.robertson@surrey.ac.uk for MPhil or PhD 
j.king@surrey.ac.uk internet: http:jjwww.surrey.ac.uk/EIHMS/ 
ihshome.html) (Information from Susan Felsberg.) 
Nurse-Midwifery Education Program, University of California, San 
Diego. One year post master's and two year master's programs are 
available from the UCSD School of Medicine, Division of Nursing 
Education. Fees: post-master's program $7200 US; master's program 
tuitions vary by School of Nursing campus. 
Contact: UCSD (telephone: 619-543-5480) 
' NB: Any one considering entering a midwifery program should be 
aware that upon implementation of midwifery legislation each 
province will have educational requirements which must be met 
before a midwife is licensed to practice. Therefore, the 
prospective student should ensure that the program which they are 
considering entering meets the requirements of the province where 
they wish to become licensed. 
Information about midwifery courses (for either nurses or non-
nurses) in Britain can be obtained from the Royal College of 
Midwives. For nurses US information can be obtained from the 
American College of Nurse-Midwives. In Canada there are only three 
programs, all in ontario. Students do not have to be a nurse. The 
one at the Laurentian University is only being offered to French 
speaking students. The other two programs are at MacMaster 
University and at Ryerson University, and students who want an 
English program apply to one or the other of these (not both - so 
I have been told). 
• 
• 
• 37 
Nursing Leadership Development Program commences three times a year 
(January, May, September). It is a correspondence program with some 
opportunity for dialogue by teleconference sessions. Each student 
selects a more experienced nurse to be a mentor. The goals are to 
develop leadership skills and potential; strengthen the ability to 
participate in health care decision-making; enhance personal and 
professional growth; respond more effectively to changes which are 
evolving in the health care system. There are four modules designed 
to be completed in 16 weeks and a final examination. Those students 
who obtain at least a 75% mark will be awarded a certificate. 
Cost: $125 which covers the cost of a manual, book of readings, any 
teleconference sessions. To be paid two weeks before the start of 
the program. 
Contact: Nursing Leadership Program, Personal & Professional 
Development, Division of Continuing Studies, Room SV-1000, Memorial 
University of Newfoundland, st. John's, NF A1C 5S7 (Fax: 709-737-
8486) 
Midwifery Today's Catalog and Guide to Better Birth care, 
(magazine, books, AV materials etc. Separate Conference Catalog). 
Midwifery Today, P.O. Box 2672, Eugene, Oregon 97402 (Fax: 541-
344-1422; telephone: 1-800-743-0974; e-mail: midwifery@aol.com) 
Delivered at Home by Julia Allison is a study of the work and lives 
of district midwives from 1948 to 1972 in the City of Nottingham. 
Costs £14.99 and is published by Chapman and Hall. 
Through the Maze is a guide to sources of research-based 
information on pregnancy, birth and postnatal care. Costs £3.50 and 
is available from National Childbirth Trust, Maternity Sales, 
Burnfield Avenue, Glasgow G46 7TL, Scotland. 
HAVE A GOOD SUMMER 
Another Newsletter will be sent shortly 
(It is planned that the main topic will be on breastfeeding) 
If you do not want to miss it ensure that your 
1996 membership fee is paid 
Only $10 if not working. 
$15 for nurses, $25 for midwives 
$30 is living outside of Canada 
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THE ALLIANCE OP MIDWIVES, MATERNITY AND NEONATAL NURSES 
OF NEWFOUNDLAND AND LABRADOR 
Name: 
(Print) 
APPLICATION FOR MEMBERSHIP 
1996 
(Surname) 
Nursing Qualifications: 
Full Address: 
Postal code: 
Telephone No. Fax No. 
E-mail Address: 
Work Address: 
Nursing area where working: 
Retired: Student: 
Unemployed: 
(First Name) 
I wish to be a member of the Alliance and I enclose a cheque for 
$ • (Chequ~s made payable to the Alliance) 
Membership for midwives is $20.00 (as this includes the Canadian 
Confederation of Midwives membership fee of $5.00 a midwife 
which the Alliance has to pay). 
Membership for those who are not midwives is $15.00. 
Membership for those who are unwaged is $10.00 
Membership for those who are residing outside of Canada $30 
(to cover the cost of the extra postage). 
Signed: Date: 
Return to: Clare Bessell, (The Alliance Treasurer), 
37 Smith Avenue, st. John's, Newfoundland AlC 5E8 
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